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the activities of the separate pieces, helping them work together in a smooth, consistent, and effective fashion. The pieces remain, nevertheless, under the jurisdiction of largely independent entities, whose priorities and concerns may not always be consistent with those of the system or its other component parts. This fragmentation of responsibility and authority for emergency care services can hinder optimal day-to-day operations and make long-term system planning difficult. It also creates many independent channels through which changes such as those sought by the committee must be pursued.
Many states and localities attempt to overcome some of this fragmentation through EMS advisory councils, which can bring together representatives from many areas of interest and expertise. These standing bodies, often legislatively mandated at the state level, have varying responsibilities, authority, and structure. They represent an existing mechanism through which some EMS-C issues might be addressed, but their scope is at once too broad and too narrow to be able to address the full range of EMS-C concerns raised by the committee. For instance, these advisory bodies must concern themselves with services to patients of all ages, but generally only for prehospital care. Part of the vision advanced in this report is that EMS-C must concern itself with a broader range of services running from prevention through primary care, inpatient care, and rehabilitation in addition to the traditional prehospital and ED concerns.
Federal efforts have played an important part over the past 25 years in promoting the development of EMS systems across the country. The limited federal role in the delivery of emergency medical care has rested largely with the health care systems of the Indian Health Service in the Department of Health and Human Services (DHHS) and the Department of Defense (DOD).2 Much more important have been program guidance and funding from DHHS and the Department of Transportation (DOT), but DHHS contributions to EMS were significantly curtailed in the early 1980s, when dedicated funding was abandoned in favor of block grants. DOT's National Highway Traffic Safety Administration (NHTSA) has been the one federal office with a continuing program in EMS since the late 1960s.
Since 1984, the federally funded EMS-C demonstration grant program, administered by the Maternal and Child Health Bureau (MCHB) of the Health Resources and Services Administration (HRSA) in DHHS, has given valuable assistance to states and localities to begin to address EMS-C, but it does not provide for ongoing activities at the federal or the state level. Further, it has not served (nor was it designed) to establish and maintain links among the many federal activities related either to emergency care or to child health (although it has promoted informal networking among state EMS-C programs). Neither was creation of an EMS-C advisory body with a role for experts and interested parties outside the federal governmentic patients. and publishing hospital-specific mortality rates for the Medicare program.  Attractive conceptually, the analyses are extremely hard to do because of the need to control or adjust for many case-mix (patient, diagnosis, and other) variables. Such an approach might be somewhat simpler when applied in the EMS context only, for instance in analyses of trauma deaths in a hospital selling using the so-called TRISS methodology (Champion et al., 1981; Boyd et al., 1987) (see Appendix 7A). However, the enduring controversies about acuity and severity adjusters, coupled with the range of settings in which emergency care can be rendered, makes any broad application of Ihis approach debatable.
